Abstract

Introduction
The way physicians are paid is paramount for quality in clinical practice, albeit there is no ideal mode of paying doctors. Usually, physicians can be paid by salary, capitation and procedures, which respectively award: time, patient care (workload), and professional performance 1 . As these payment modalities have problems, the trend is to hybridise them in order to minimise their side effects (i.e. capitation with some feefor-service) 2 . In this regard the development of payment for performance schemes by high income countries indicates an effort to enhance the payment modality and improve health service quality 1 . Payment for performance has three main characteristics: set of quality objectives; precise criteria for defining such objectives; and incentives (usually monetary), the overall amount of which depends on the aims to be achieved by each healthcare provider 3 .
Following this international trend, in 2004 general practitioners in the UK entered into a new General Medical Service contract 4 with the government (containing five key components: held at practice level -not by individual general practitioners; salaried general practitioners with option to continue; practices can opt not to offer 24 hour care; financial incentives to improve information technology for better information retrieval and performance monitoring; and doctors paid according to what they do or produce) which included the Quality and Outcomes Framework (QOF). This uses "pay for performance (...) to foster comprehensive and system-wide improvement in quality of healthcare" 5 (p. 1357). It provides additional payments based on meeting agreed quality targets in clinical care, practice organisation and patient experience 6, 7 (Table 1) . The QOF is a point-based system with three main types of indicators for obtaining the points 7 (Table 2) . Moreover, QOF represents the biggest change in general practitioners contracts since 1966 8 and is considered the boldest such initiative in the world 5 . In 2004, each QOF point earned a practice about £75 sterling, evolving to £124.60 (2005/6) and reaching £130.00 (2011/12) 6 , representing a 20% increase in general practitioners' salaries 9 and costing the National Health Service (NHS) in excess of £1 billion 5 . In the first year, general practitioners achieved 959 (91%) of the available points, above the expected 750 set by policy makers, which meant 'the trust had to find an extra £200m' to cover the difference 10 . Despite the costs, the Health Minister Lord Warner saw it as a "success" and "the world leading intelligence on chronic diseases" 10 .
The idea of measuring health service quality originated in the USA in the 1960s with Avedis Donabedian 11 . As he saw it, "the criteria of quality are nothing more than value judgments' and definitions of quality "a reflection of values and goals current in the medical care system and in the larger society of which it is a part" 12 (p. 692). "Medical care" changed dramatically during the subsequent half century, and "larger society" has moved towards greater accountability and consumerism. These shifts have led to increased pressure both to define quality in health care and to measure some of its aspects 13 . In the UK quality has tended to be defined by measurable components reflecting the "Whitehall vocabulary of three 'E's': 'efficacy, effectiveness, efficiency'" 14 (p. 59). However, Donabedian's list included four other, less often championed elements: optimality, acceptability, legitimacy and equity. For example, acceptability refers to "wishes, desires and expectation of patients and their families" 11 (p. 162 ). This aspect is cursorily taken up by the QOF.
Two major precursors of QOF were the introduction of audit and managerial culture 15, 16 and the development of a scientific-bureaucratic medical system 17,18 predicated on evidencebased medical principles 19, 20 . These presuppose that quality can be measured, and that primary care needs to be more "scientifically" based, while variability in care risks becoming a sign of malpractice. The control and standardisation they engender, under the rhetorical guise of efficiency and accountability, imposes considerable strictures on general practitioners' autonomy 21 .
Critics argue that the narrowness and specificity of QOF's clinical targets (Table 1) risks overmedicalising patients, particularly those with chronic conditions who are unlikely to make rapid lifestyle changes 9 . There is a possibility of excluding patients who threaten the achievement of QOF targets, such as those experiencing treatment side-effects, who fail to attend after three appointment invitations, or who participate in "informed dissent" 22 . The attributes of a quality indicator, what makes an area or an indicator "QOF-able' 23 , can also be problematic. The focus on "measurable" attributes excludes many other important aspects of healthcare quality. Patient experience, for example, accounts for very few points compared to the 70% that are linked to the achievement of clinical targets, and the literature provides few examples of positive patient experiences with the General Medical Service contract 24 Table 1 Calculation of points for quality framework payments 7 . quality, implemented through standardised clinical guidelines and payment for conformity 9 . After initial resistance, by 2001 the British Medical Association (BMA) was an enthusiastic partner in negotiations concerning a "remuneration package" based on quality measurement 13 . The contract has benefitted general practitioners both financially and in terms of workload management, considerations that help explain the BMA's change in position 4 . This study examines how a selection of general practitioners experience the British payment for performance and what they think about its consequences for their professional ethos, which may help rethink the perspective of implementing financial incentives as a means of improving quality in primary care.
Components
Methods
It is common in socio-science research and qualitative methods to seek for "key informants" as they may better elaborate and express the views of the social group they belong to. As privileged informants they can act as opinion formers and relevant actors in building the collective stance. Therefore, the selection criteria were that interviewees, in addition to working as part-time general practitioners in primary care, should have some link with medical education, as tutors, teachers or researchers. Thus, the selected general practitioners represent opinion formers and intellectual leaders in family medicine, who can have an influence on future doctors' training and career choices. Interviews were performed with general practitioners working in collaboration with five different institutions within the UK. An initial sample, derived from invitations extended to a network of clinical tutors working at a northern University (the research site), was subsequently expanded, through a "snowball sampling", to include eight general practitioners from three other UK universities (Cambridge, Manchester, and Edinburgh) and at the London Deanery (responsible for general practitioners Continuing Medical Education). A total of 13 general practitioners representing a range of practice demographics were interviewed (Table 3) . Semi-structured interviews using a topic guide, developed by the principal researcher in consultation with his academic colleagues, were conducted at the participant's preferred site between June 30th and August 26th, 2011. They ranged in length from 31:59 to 66:41 minutes. Interviews were recorded and transcribed with the subject's consent. Thematic analysis was conducted using the constant comparison method, which is summarised in Table 4 . Four key themes (holism, doctor-patient relationship, continuity of care, and quaternary prevention) were framed by the researchers as they address general practitioners' core values. This research was approved by the Research Ethics and Data Protection Committee of the Department of Anthropology of Durham University.
Results
Holism
The Royal College of General Practitioners portrays holism as "caring for the whole person in the context of the person's values, their family beliefs, their family system, and their culture in the larger community"; with "emphasis on a more participatory relationship between doctor and patient" 25 Table 3 Research participants' profile. Partners: general practitioners that are self-employed, running small businesses or practices. Table 4 Research methodological design 4 .
Research steps Definition Explanation
Participant selection Snowball sampling This strategy was developed and has subsequently been utilised by researchers as a solution to researching "hard-to-reach" participants, which is the case of general practitioners in Britain. It consists of 'identifying a few potential cases of interest, verifying their interest, eligibility, as well as for accessing potential further cases via the initial participant's social or professional contacts'.
Interviews Semi-structured Topic guide providing broad prompts to explore key issues derived from the literature and researchers' own experience, focusing exclusively in general practitioners' principles and practice.
Analytical method Constant comparison
This technique basically involves iterative data collection and analysis divided into three phases.
Phase 1 Data reduction
The topics of interest are selected and extracted from the raw data (i.e. the interview transcript is "fragmented" and labelled).
Phase 2 Data display
The organisation of the "reduced data" in such a way that it enables a clearer understanding of it. As our sample was small it did not require any sophisticated "cognitive devices" to compare and to look for relationships and connections within the data.
Phase 3
Conclusion drawing/verification This is a process of interpretation via the identification of patterns and anomalies which is re-interpreted, modified and even discarded to draw possible conclusions.
Result presentation Narrative based approach The selected themes were complemented by maintaining a broad "narrative" of each participant's or case's account.
(p. 15). This extract distinguishes between the holism of the 1970s and that of QOF. The former was championed to legitimise general practitioners' practice, differentiating it from the more biomedical approaches of hospital doctors by offering a critique of the biomedical model and its reductionist/mechanistic view of human beings 26 . Holistic care was "patient-centred" and concerned with the patient's total experience of illness' 4 . The QOF definition of holism refers to managing patients with multiple conditions within the organisational and service domains available. Centred on disease management, it says nothing about tailoring treatment to the patients' inner universe, or their social environment.
In What seems to be occurring is a gradual transformation in general practitioners' cultural environment from one of pluralism -seen as a hallmark of general practitioners' generalism, versatility and good practice -to one in which standardised or one-way practice is seen as "good" medicine. The QOF has given renewed vigour to the biomedical paradigm, making it the "new" paradigm and reducing the scope for a holistic approach. The epidemiological "hierarchy of evidence" embedded in the evidence-based medicine model has no subjective dimension concerning the patient experience and hence providing patient-centred care is problematic 28 .
Doctor-patient relationship
The intrusion of computers and their new software packages is the key point in the following extract. The latter generate prompts to "help" doctors and nurses collect their "points". In doing so, the consultation becomes even less patientcentred:
" These extracts show how the managerial environment has commoditised the doctor-patient relationship, because of the "conceptual currency" embedded in the payment for performance scheme. This "conceptual commodification" aims "to establish a classification system into which unique cases can be grouped in order to provide a definition of medical output or workload" 26 (p. 190-1) This is only possible by reducing the uncertainty inherent in individual cases and pooling them with population-based standardised categories. In this regard, the biomedical model and evidence-based medicine provide an ideal framework for standardised healthcare, while at the same time reducing doctors' professional autonomy and self-governance 26 .
Personal continuity of care
"Personal continuity of care is an essential attribute of general practice enabling us to deliver care that is both individual and cost effective" 29 (p. 1873) as well as having the potential to increase patients' satisfaction nearly sevenfold 30 . Discontinuity increases levels of uncertainty on both sides, prompting general practitioners to jettison 'wait and see' approaches 29 . This increases the likelihood of false positive tests (and hence iatrogenesis) and reduces the prospects for complaints to resolve spontaneously 31 . Following a patient's individual trajectory means that medical information and personal values can be cross-referenced with knowledge about family and community.
Under the General Medical Service contract, however, continuity of care has declined. This may have been an "unintended and perverse effect" of QOF since "access to any doctor in the practice within 48 hours was linked to incentives, but access to a particular doctor was not" 32 (p. 376). It has become increasingly difficult for patients to see "their" own doctor, as most patients are now registered with practices rather than with individual general practitioners 24 . The increasing numbers of salaried and part-time doctors, and the difficulties some younger doctors find in fulfilling the general practitioner role, were also identified as having negatively influenced continuity of care.
The loss of long-term relational and personal bonds in healthcare, in which patients' preferences, values and context are given primacy 33 General practitioners are used to experiencing high degrees of uncertainty, since they regularly have to deal with an undifferentiated clinical picture 27 . However, the fragmentation of roles in primary care reduces the possibility of dealing with human suffering in a multidimensional way. The QOF has the potential to reduce the doctors' role to that of achieving targets-completing computerised templates in the consultation and delegating more mechanical activities to nurses, seen by doctors as the best followers of guidelines 5 .
The QOF also favours "the fragmented thinking of the specialist which is incorporated in many protocols" rather than general practitioners' original core values 34 
Quaternary prevention
In 2003 the World Organization of National Colleges, Academies and Academic Associations of General Practitioners/Family Physicians (WON-CA) officially launched the concept of quaternary prevention: "an action taken to identify a patient at risk of over-medicalisation, to protect him [sic] from new medical invasion, and to suggest to him interventions which are ethically acceptable" 36 (p. 580). WONCA saw the concepts of holism, patient-centeredness and continuity of care as essential for putting general practitioners' biomedical knowledge into perspective. The QOF has meant patients receive a more systematic and biomedical type of care 37 , one that has the potential to medicalise "more and more aspects of human existence, human behaviour and the human body" 38 (p. 7). The QOF is also becoming a kind of health-police, for instance searching for "DNA patients" (those who "did not attend") boosted by QOF's comprehensive information technology systems for calling and recalling patients 9 . Other practices promote "zero tolerance" of target failure in order to achieve the desired level or parameters necessary 39 Medicalisation of pre-disease states and risk factors (lowering targets for cholesterol, Hb-1c, and blood pressure) has become increasingly common, raising concern about over-medicalisation 36 . The following general practitioner characterised the effect of QOF on general practice over time as being due to changes in the disease concept whereby what was once a risk factor has now become almost synonymous with disease 36 .
" The approach to reduce disease-specific risk factors is consonant with the idea of "susceptibility", which brings the potential future into the present, making patients subjects of calculation and objects of remedial intervention 40 .
This trend of pre-patients will spread as more and more threats to health are created 40 . This has the potential both to reduce quality of life (by labelling healthy people as "sick') and to increase health service and medication use 41 . In 2004, QOF has increased the UK's national medicine bill by between 3% and 5%, since a quarter of agreed target points depend on the use of appropriate medication 42 .
In 2006, QOF introduced some controversial new targets, such as those for kidney disease and depression. One general practitioner commented on the "real problem" the latter posed for her practice: "I don ' These contradictory situations -where "scientific" evidence-based targets are not aligned with the inner values of physicians -show how powerful money has been in changing doctors' behaviour. Despite doctors regarding some targets as "inappropriate", they strive to achieve them, adapting their practices to get the 'points' required to get paid 43 . Thus, QOF provides a systematic and powerful system for delivering any intervention sanctioned by the institutions evaluating "scientific" evidence.
Discussion
This study has presented the views of a selection of general practitioners working in the UK about the effects of QOF on their principles and practice: holism, doctor-patient relationships, continuity of care and quaternary prevention. This sample profile does not necessarily reflect more general attitudinal and behavioural patterns. However, practices in the UK generally achieve high scores in their QOF targets, suggesting a high level of consistency in their approach to them. Moreover, being the principal researcher a Brazilian general practitioner might have had fuller and more candid interview discussions about QOF than would have occurred with a non-clinical researcher. Further interviews might have yielded fresh insights, but the themes identified were so consistent it is unlikely any substantially new knowledge would have been generated.
Hence, according to our findings, it seems that under the rhetoric of holism and patient centeredness 25 , the 2004 General Medical Service contract is pushing the biomedical model further into community-based practice than ever before, limiting the potential for general practitioners' autonomy, critical application of evidence-based medicine and reflective practice 9 . Although Sackett et al. 44 did not frame evidence-based medicine as a "slavish, cookbook approach" to clinical practice, experience has proved otherwise. Thus, QOF has become an audit and managerial instrument controlling doctors' autonomy by paying them to "conform" to the prescribed clinical protocols 9 . In this framework, money has proved to be a strong driver, even against doctors' wills, exemplified in the case of depression and chronic kidney disease indicators/targets 43 . The QOF's "currency" has prompted doctors to divert their attention toward getting their "points" and generating income 45 , leading to a conceptual commodification in the UK health sector 26 . This is aligned with general trends towards privatisation of the NHS and "a weakening of its public service ethos" 46 .
This finds common ground with current debates on QOF 6 , as researchers 17, 19 suggest that this new managerial culture, may has strengthened a scientific-bureaucratic model of medicine amongst primary care practitioners in the UK. There are concerns that primary care in the UK has been gradually transformed into a "box ticking" activity: a kind of "McDonaldization" of general practice 47 . Researchers 9,39,43 have also stated that UK general practices deliver an increasingly fragmentary, reductionist and biomedical, disease-oriented model of care. Hence, it can be argued, that far from becoming a "locus of social revolution" 48 contemporary UK primary healthcare appears to be becoming a monocultural and increasingly standardised environment. Thus, QOF represents the apogee of a cultural shift towards more biomedically-based principles and practice amongst general practitioners in the UK.
Moreover, a recent systematic review on QOF shows modest benefits in improving the quality of primary care and alerts policy makers that "the impact on costs, professional behaviour, and patient experience remains uncertain" 49 (p. 461) . This resonate with the Cochrane review on healthcare quality provided by primary care physicians under the payment for performance scheme 50 . Thus, it seems that £1bn (€1.2bn; $1.4bn) a year "is not good value for money" for UK general practices, since quality in health in the UK would reach nearly the same level of standards according to the "secular trends" before QOF was introduced 6, 51 .
Regarding current evidence on payment for performance from both qualitative and quantitative studies, it leaves policy makers with more doubts than certainties 6 . Furthermore, for low and middle-income countries such as Brazil, there is a lack of good evidence for implementing this management style in public health systems. Nevertheless, it is necessary to find alternative ways for awarding quality in Brazil's primary healthcare and the work being carried out by its professional staff. In 2011 in Brazil, the Brazilian Health Ministry launched the National Programme for Improving Access and Quality in Primary Care (PMAQ-AB) 52 in order to strengthen Brazil's primary health care. The aim is to improve health services through financial incentives based on agreed quality goals with family health teams. For example, in the PMAQ-AB quality financial incentives are variable and dependent on the results achieved by family health teams and the municipalities' administration. These incentives will be transferred monthly, based on the number of teams registered in the programme and criteria defined by PMAQ's specific rules 52 . At the grassroots of PMAQ-AB "are commitments and indicators to be agreed amongst family health teams, city health managers and the Ministry of Health" 52 (p. 10).
Moreover, as the Brazilian Unified National Health System (SUS) allows almost autonomous discretionary spaces at municipality level 53 , the payment for performance is being introduced 54 by local initiatives without formal evaluative plans for weighting its harms and benefits. An example is the municipality of Rio de Janeiro which introduced payment for performance based on the Portuguese model, which in turn was based on the British payment for performance scheme 55 . However, in light of the current evidence, local policy makers when using the payment for performance concept should be careful and target broader quality indicators 6 (or health concepts) 36 for primary care such as rapid access and time working in the same family health team (continuity) -rather than focusing on biomedical markers such as cholesterol, blood pressure and the like -which may reduce some of its unintended consequences by reconciling them with values inherent to family medicine.
Conclusion
This study complements and expands upon a small body of qualitative research on the effects of QOF on general practice in the UK. Therefore, it contributes towards understanding its effects, since QOF was launched "without a comparison group and no planned evaluation", leaving researchers interested in its benefits and harms to rely on observational studies (of which this is an example) and those that use existing datasets 6, 56 . In summary, this study suggests that QOF has had profound effects on the way family medicine is practiced in the UK. 
